STATE OF CALIFORNIA — HEALTH AND WELFARE AGENCY

- DEPARTMENT OF SOCIAL SERVICES
744 P Street, Sacramento, CA 95814
{916) 445-9537

/i AR

ALL=COUNTY LETTER NO. &0 - /i

TC: ALL COUNTY WELFARE DIRECTORS

SUBJECT: NEW AND REVISED FOOD STAMP FORMS
REFFRENCE:

This letter transmits the first of several packages developed as a part of
the statewide food stamp forms system. Included in this package are eight
new and revised forms with instructions for the Eligibility Worker, an
implementation schedule, a new policy governing the use of county-developed
forms, and instructions for ordering state-prinied forms.

The eight forms and instructions were developed as a joint effort by the Food
Stamp Program Management Branch {FSPMB)} and the CWDA Subcommittee on Food
Stamp forms. In addition, comments received from other counties were
considered in the development of the forms. The FSPMB believes that these
forms represent a significant improvement over those currently in ex istence
and appreciates the participation of the CWDA Subcommittee members and all
others who contributed to the effort.

Attachment 1 provides a brief description of the purpose of each form and the
major changes which were made. Copies of the forms themselves are also
attached, along with instructions. These instructions were deyeloped
primarily as a training tool to assist counties in the transition to the
forms. The instructions address key areas and are meant to supplement the
Food Stamp Manual and individual county handbooks.

Implementation

One of the objectives of the FSPMB is to develop effective and efficient
forms for county use, thereby promoting statewide standardized usage of
forms. Such standardized usage is intended to resuit in improved county
operations, consistent program application, equitable treatment of clients,
and is consistent with the Department of Social Services (DSS) goal of
astablishing a statewide public assistance network. For this reason,.each of
the eight forms has been designated as required - no substitutes permitted,
or as reauired - substitutes permitted with prior DSS approval.
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Attachment 2 shows the specific designation and the implementation date of each
form. Some of these forms are not currently referenced by the Food Stamp Manual,
but regulatians are in process to identify them and explain their use. In these
cases, the impiementation dates specified in Attachment 2 reflect the projected
impiementation date of the regulations. Those counties wishing to use any of the
forins in this package, except the DFA 285-C and DFA 285-D, prior to the specified
implementstion detes, may do so as soon as supplies are available.

A1l counties will be required to use these forms as of the implementation dates
untess a waiver is granted according to the procedure prescribed in Attachment 3.
AT existing approvals to use county-developed forms in place of any of the eight
Torms contained in this package are rescinded as of the implementation date of
each form. Those counties on the case data system or other EDP systems which
utilize computer-printed forms, are not reguired to use the forms in thig
package, but are required to make the necessary message modifications to ensure
compliance with the form Tanguage by the prescribed implementation dates. Only
those counties which can provide overriding justification of a county-specific
situation will be allowed fo modify required forms.

Ordering

Beginning with this forms package, the FSPMB is implementing a new process for
form distribution. In the past, new and revised forms have been distributed
directly to the counties based on FSPMB estimates of form usage. These
estimates, however, did not always accurately reflect individual county form
usage, storage Timitations, or county printing capabilities. For this reason,
the new procedure allows for forms to be printed and stocked in the warehouse
~for distribution based on individual county orders. A1l new and revised forms
will be distributed in this manner unless the implementation date of a reguired
form does not allow sufficient time to process county orders. In these cases, an
interim supply of forms will be distributed directly to the counties.

Because of the number of forms included in this package and their varied
implementation dates, Attachment 4 details the specific requirements for
ordering these forms. Counties are requested to Tlimit initial orders of these
forms to a three-month supply. This request is necessary to ensure that all
counties are provided with at least an interim supply of each form. After the
initial distribution is made, statewide usage of the forms can be more
accurately determined and sufficient quantities printed to accommodate larger
orders.

Those counties choosing to print their own forms will be provided with
camera-ready copies, and may begin using the forms as soon as their supplies
are available. If county printing time frames will not provide the forms hy
the specified implementation dates, an interim supply should be ordered from
the D35 warehouse. Please contact Linda Gregory at {916) 445-9537 to request
the camera-ready copies.




Should you have any quections about the use of these forms, the implementation
dates or require additional training on the procedures described herein, please
contact tr. Food Stamp Program Operations Bureay.

\{uﬁ%g W@%M
KYLEJS. McKINSEY
Deputy Director

Atch.

cc: CWDA




Attachment 1

DESCRIPTION OF FORMS AND MAJOR CHANGES

DFA 285-A Application for Food Stamps

The DFA 285-A is the food stamp application form completed by households when

first applying for food stamps and at recertification. Part I of the

application is used to initiate the application process and to identify households
requiring expedited service. Part II is used to gather information to determine the

household's eligibiiity for food stamps.

The application for food stamps has been revised to more completely document the
determination of an applicant's eligibility for food stamps. in addition to
gathering the applicant information, verification is documented as well as other
items such as the applicant's choice of actual or averaged income, the choice of
the standard utility rate or actual utility cost, voluntary quit, income
exemptions and work registration exemptions. This provides a much clearer
connection between the applicant information on the application and the amounts
entered on the budget worksheet, which contains documentat ion of the final
eligibility determination. The application also reflects several regulation
changas concerning Social Security numbers, student status, shelters for battered
persons, handicapped vehicles and the reduced resource limit, Additional
instructions will be provided regarding the specific implementation of these

changes.

DFA 285-B Food Stamp Budget Worksheet

The DFA 285-B is used in conjunction with an application for food stamps to

document a household's eligibility for food stamp benefits. The budget portion of
the worksheet is used for computing the benefit level for one month, and for a
second month if reguired by an anticipated or actual change during the certification
perjod. The change portion of the worksheet is used to record any nonbudgetary
changes which occur during the certification period.

The Foud Stamp Budget Worksheet contains two major changes. The first is a change
in design which allows for a two-month budget calculation to accommodate either an
actual or anticipated change during the certification period. The second is the
addition of a change worksheet for documenting nonbudgetary changes occurring
during the certification period. This form replaces TEMP DFA 1-8.

DFA 285-C Food Stamp Application - Special Medical Deductions

The DFA 285-C s a supplementary food stamp application form completed by a
housenold with a member who is (1) 60 years of age or older, or (2} receiving

Social Security disabiiity payments for his/her own disability. The application
gathers information required to calculate special medical deductions for these

individuals.

The Food Stamp Application - Special Medical Deductions has been revised as a
result of the final regulations for this provision which consider the insured
portion of a medical expense. The column “"Paid by Household" has been added to
assist in capturing the required information.
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BFA 285-D Food Stamp Budget Worksheet - Special Medical/Shelter Deductions

The DFA 285.0 is the worksheet used to document eligibility for food stamp
rafits for houssholds with a member who is (1) 60 years of age or older, or
12} receiving Social Security disability payments for his/her disability. The

vorksheet ic used in conjunction with an application for food stamps and the
RER 285-0 Faod Stamp foplication - Special Medical Deductions. The budget
sortion of the worksheet is used for comput ing the benefit level for one month,
and for & second morth 1F required by an anticipated or actual change during
the certification peried. The change portion of the worksheet is used to
record any nonbudoetary changes wnich occur during the certification period.

The Food Stamp Budget Worksheet - Special Medical/Shelter Deductions has been
revised *on be consistent with the design and content of the Food Stamp Budget
Worksheet (DFA 285-B) as well as to compute allowable medical expense
deductions.,

OFA 377.1 Food Stamp Notice of Action and Right to Request a State Hearing

The DFA 377.1 4% used by the Eligibility Worker to notify a household of the
status of its food stamp case. It is used to notify households of approval
actions, what additional information is needed for a pending case, denial or
termination actions, changes in food stamp benefit amounts within the
certification pericd, and reasons for the intended action{s), with the
appropriate Food Stamp Manual sectien noted.

This form may be used in certain circumstances instead of the old DFA 377.3
(Food Stamp Notice of Eligibility, Denial or Pending Status) and obsoletes the
DFA 377.4 (Food Stamp Notice of Adverse Action).

OFA 377.2 Food Stamp Notice of Expiration of Certification and Right to Request
a state Hearing

The DFA 377.2 is used by the Eligibility Worker to notify a food stamp
household of the expiration date of its current certification period, and other
specific information about recertification.

This form has been revised to more accurately reflect the time during which an
applicant may reapply for food stamps without a break in benefits.

DFA 377.3 Foad Stamp Notice of Approval/Food Stamp Notice of Expiration of
Certification and Right to Request a State Hearing

The DFA 377.3 is used by the Eligibility Worker to notify a household of the
approval of food stamp benafits and the expiration of the certification period.
This form may be used instead of the DFA 377.1 and the DFA 377.2 for short
certification periods where a Notice of Expiration is sent at the same time as
a Notice of Approval.
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This form combines parts of the old DFA 377.2 and the old DFA 377.3 fto provide
a single Notice of Action for short certification periods.

DFA 377 .4 Notice of Restoration of Lost Food Stamp Benefits and Right to
Request a State Hearing.

The DFA 377.9 is used by the Eligibility Worker to notify a food stamp
household of its eligibility for restoration of lost benefits and, if
applicable, of the offsetting of such benefits by unpaid claims.

This is a new form,



Attachment 2

IMPLEMENTATION
Reguired Form
No Substitutes Form Implementation
No. (itle Substitutes Allowed Replaces Date
DFA 285-A  Application for Food Stamps X ‘ DFA 285-A 1/1/81+
(9-80) (2-79)
DFA 285-B  Food Stamp Budget Worksheet X Temp DFA 1-B 1/1/81+
(9-80) (4-79)
DFA 285-C  Food Stamp Appiication - X DFA 285-C 12/1/80
(8-80) Special Medical Deductions (1-80}
DFA 285-D Food Stamp Budget Worksheet - X DFA 285-~D 12/1/80
(9-80) Special Medical/Shelter Deductions (1-80)
DFA 377.1 Food Stamp Notice of Action X DFA 377.3 2/1/81*%
(9-80) (2-79)
, DFA 377.4

(2-79)
DFA 377.2 Food Stamp Notice of Expiration X DFA 377.2 2/1/81
(9-80) of Certification (4-79)
DFA 377.3 Food Stamp Notice of Approval/ X DFA 377.2 2/1/81*
{9-80) Notice of Expiration of (4-79)

Certification DFA 377.3

(2-79)

DFA 377.9 Notice of Restoration of Lost X None 2/1/81

{9-80) Food Stamp Benefits

*Implementation dates for the DFA 377.1, and DFA 377.3 are estimates as they are contingent upon the
final filing of regulations. Counties will be notified of actual implementation dates via an
Al1-County Letter,

+Counties choosing to use the revised DFA 285-A and the new DFA 285-B prior to the prescribed
impiementation dates, should implement the two forms simultaneously because of the interdependence
of the documentaiion requirements.

Note: Spanish versions of these forms are being translated and will be implemented as supplies
become available. Existing Spanish forms should be used until the revised forms are
available.




Attachment 3
FORM MODIFICATION REQUESTS

Policy:

To ensure statewide standardized usage of feod stamp forms, the following policy
concerning county form modification requests has been adopted by FSPMB.

1. The state shall develop and revise forms required for the administration of
the Food Stamp Program and designate those forms as (1) required - no
substitutes, (2) required - substitutes permitted, or (3) recommended, in
accordance with DSS definitions for form designation, as ocutlined in the
DSS County Forms Catalog. County modification of state-required forms is
subject to DSS review and approval in accordance with prescribed criteria.

2. The counties shall submit to DSS for review and comment any county-
developed form used instead of a state-developed form designated as
recommended or used because no state-developed form exists. (Does not
include county internal operation forms).

Criteria for Form Modification:

Manual Section 63-300.2 specifies that overprinting of required forms for the
following purposes is acceptable and does not require prior state approval:

1. To identify CWD.
2. To add information to "County Use Only" section.
3. To add EW instructions.

For any form designated as "required", DSS will consider county form
mod ifications to accommodate the physical requirements of an EDP system.

In addition, the following modifications will be considered for forms designated
as required - substitutes permitted:

Additions to collect statistical data required by the county.

Additions other than overprinting for county instructions.

Other additions reguired by an overriding county-specific situation, so
Tong as the resulting modification does not change the program intent or
legal content of the form and the need for the modification can be
adequately justified.

Procedure:

Required Forms

Any county needing to modify a required form for one of the reasons specified
above, shall submit a written request to the FSPMB Program Operations Bureau.
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To be considered for approval, the reguest shall contain, as a minimum, a
jetter specifying the state form which is being modified, a description of
the proposed changes, an explanation of the need for the changes, and a copy
of the proposed form modification. In cases where the proposed modification
is the result of an overriding county-specific situation, a detailed
justification for the change must be submitted for the request to be
considered.

Recommended Forms, Other County-Developed Forms

State forms designated as recommended which are modified by the county and
other county-developed forms for which there is no state form {except county
internal operation forms) shall be submitted for review and comment to the
Program Operations Bureau. A letter containing the information out?ined
above for required forms shall accompany a copy of the proposed modification
of a recommended state form., Other proposed county-developed forms shall be
submitted with a Jetter expliaining their need and des¢ribing their use. All
forms will be reviewed for effectiveness, efficiency (cost savings) and
proper application of program requirements.

ATl form medification requests will be reviewed by the Program Operations
Bureau, the FSPMB Forms Committee, and, if necessary FNS, to ensure that the
modifications are consistent with this policy and the overall objectives of the
FSPMB. Counties will be informed of the results of the review no later than 30
days after submission of the reguest. Approval will be granted on a county-
by-county basis, and will be based upon the individual merit of each county's
Justification for the change. Once approval is granted, the form waiver will
remain in effect until the state form is revised or obsoleted.

County adherence o the policies concerning form usage and modification will be
monitored by the Department, exceptions will be noted, and corrective action
required.




Attachment 4
FORM ORDERS

Orders for the forms contained in this package should be submitted on the GEN 7278
according to nc.mal orocedures, except as follows:

i, Specify in the description of the form the latest revision date {noted below} to
ensure that the order 1is not filled with old stock.

2. Submit orders after receiving a GEN 127 which will be notification that the stock has
been received by the DS5 warehouse.

3. Limit initial orders to a three-month supply.

The following information is provided to assist counties complete the GEN 7278B.

Untt (ate
Form Revision  of Stock Implementat ion
No. Title Date Issue Available Date
DFA 285-A Appiication for Food Stamps 8/80 Each 12/1/80 1/1/81
DFA 285-B Food Stamp Budget Worksheet 9/80  Pad/100 12/1/80 1/1/81
DFA 285-C Application for Food Stamps- 8/80 Pad/100 Now Available* 12/1/80
Special Medical Deductions
DFA 285-D Food Stamp Budget Worksheet- 9/80 Pad/100 Now Available 12/1/80
Special Medical/Shelter
Deductions
DFA 377.1 Food Stamp Notice of Action 3/80 Sets 1/1/81 2/1/81 +
and Right to Request a
State Hearing
DFA 377.2 Food Stamp Notice of 9/80 Sets 1/1/81 2/1/81
Expiration of Certification
andg Right to Reguest a State
Hearing
DFA 377.3 Food Stamp Notice of Approval/ 9/80 Sets Now Available 2/1/81 +
Food Stamp Notice of
Expiration of Certification
and Right to Request a
State Hearing
DFA 377.9 Notice of Restoration of 5/80 Sets 1/1/81 2/1/81

tost Food Stamp Benefits
and Right to Request a
State Hearing

* An interim supply has been shipped directly to the counties. Additional stock may
be ordered from the warehouse as needed.

+ Implementation dates are estimates and are contingent upon the filing of final regulations.




STATE.OF CALIFORNIA = HEALTH AND WELFARE AGEM™Y DEPARTMENT OF 50CIAL SERVICES

FOR COUNTY USE ONLY

APPLICATION FOR FOOD STAKMPS COUNTY
PART |

CALr NUMBER

DATE RECEIVED

Step 1. Complete Page 1 Step 2. Complete Pages 2 — 6

Ta begin to appty for food stamps, you can compiete this Pages 2—6must be completed before we can see if you're
first page, tear it oft and give it to us. We are required to efigible for food stamps. You can return pages 2610 us
take action on your appiication within 30 days from the along with the first page or at the time of the interview we
date you give us this first page. So, the socner you give will schedule for you. Try to til! out as much as possible
us the first page, the quicker you witl know whether you now. Your case worker will help you with the rest during
wilt receive food stamps. Now go t¢ Step 2. the interview.

YOUR WAME (LAST, FiRST, MIDULE INITTIAL) TELEPHONE MUMBER WHERE YOu CAR BE REACHED

MAILING ADDRESS (NUMBER, STREEY, ROUTE NUMBER! CITY STATE ZiF CODE
IF YOU DON'T HAVE A STREEYT ADDRESS, TELL US HOW TO GET TO YOUR HOME
SIGN HERE TODAYS DATE

It You Need Food Stamps Right Away .

tf your household (you and the peopie who iive and eat with you) has tittle or ng income right now, you may be.gble to
receive fond stamps within a few days. Answer the following questions only if yous household has !ittie or no income
and needs food stamps right away:

1. HAS ANYONE 1N YOUR AROUSEHMDLD RECEIVED ANY INCOME S0 FAR THIS MONTHY

L vEs 3 NO IF YES, HOW MUCH? 5

2. DID YOUR HOUSEHOLD'S ONLY INCOME RECENTLY 5TOP? (1F YOUR HOUSEHOLD HAS NOT RECENTLY RECE(VED ANY IMCOME, CHECK YES)

 YES one

3. DOES ANYONE M YOUR BOUSEMOLD EXPECT TO RAECEIVE INCOME | ATER THIS5 MONTH?

T YES C NO T DON'T KNOW IFYES, HOW MUCK? & WHEN?

4. HOW MANY PEOPLE LIVE I¥ YOUR HOME AND €AY wriTH YQU? [INCLUDE YOURSELF)

5. HOW MUCH DO YHE MEMBERS OF YOUR HOYSEHOLD HAVE IN CASH AMD SAVINGS? (GIVE YOUR BEST ESTIMATE OF THE TO TAL)

oFA 285~4 (9/B01 Reguired Form = No Subsiitutes Page 1 0f6




APPLICATION FOR FOQOD STAMP!

PART I

iIMPORTANT:

Answer the following questions honestiy and completaly. f you know but refuse on purposa tg give any
needed information, your household lyou and the people who live and aal with you) will not be eligible
for tood stamps. You may compiete this form at home and mail it or bring it to the food stamp office; or
another member of your household or an adult who knows you may complete and return it to us. i you
need more space piease aitach another sheet of prer,

COUNTY USE ONLY

WORKER NUMBER

CASE NUMBERIS)

I NEW APPLICATIOR
[] RECERTIFICATION
L EXPEDITED SERVICE

DATE RECEIVED

@ YOUR NAME

TELEPHONE NUMBER WHERE

YOU CAN BE REACHED

MAILING ADDRESS

CHTY

STATE

ZiP CODE

RESIDENCE ADDRESS (IF NO E, TELL US HOW TO GET TO YOUR HOME!

WORK REGISTRATION

OATE OR WORK
EXEMPTION CODE

@ INSTRUCTIONS: Fift in ail blanks for each household member, inctuding yoursetf. List peopie who

live and eat with you.

DO NOT list roomers, boarders or peopte receiving Supplemental Security

income (S81). For each person who is not B citizen, you may need to show an alien registration

DOCUMENTATION
_GUIDELINES

ALIENSTATUS, STUDENT
STATUS, S8M APPLICATION,
ETYC. IS ANY HH MEMBER
60 YEARS OLD OR RISABLED

card,
1. UAME SGIRTHDATE U.s.
Iy CITIZEN STUDENT
: =
SOCIAL SECURITY NUMBER CIRCLE SEX| yvEs  No YES NO
MF oo 8 o
2. NAME BIRTHDATE u.s.
CITIZEN STUDENT
/ !
* SOCIAL SECURITY NUMBER CIRGLE sgx | YES MO YES NO
a 3 3 O
Mo
3. NAME BIRTHDATE .5,
CITIZEN STUDENT
/ /
* S0CIAL SECURITY NUMBER CIRCLE SEX| vEes NO YES NO
MR 1 {1 ]
& NAME BIRTHDATE .S,
CITIZEN STUDENT
/ Fi :
' SOCIAL SECURITY NUMBER CIRCLE SEX| vyEs NO YES NO
M__F A ] il
S. NAME BIRTHDATE u.s.
CITIZEN STUDENTY
/ /
¥
SQCIAL SECURITY NUMBER
CIRCLE SEX! yps NO YES NO
. M F (3 i} (1 a
6. NAME BIRTHDATE u.s.
; ’ CiTIZEN STUDENT
¥ SOCIAL SECURITY NUMBER CIRCLE SEX| YE£S NO YES NO
M F g [] J ]
7. NAME BIRTHDATE U.S.
;o CITIZEN STUDENT
¥ SOCIAL SECURITY NUMBER CIRCLE SEX] YES NO YES NO
Moo 1] [ [N

@ INSTRUCTIONS: List all other people living in your home, This includes roomers, boarders,
people receiving Supp lemental Security Income {58t or any other person not listed above.

1.

NAME

Z.

NAME

DISCLOSURE OF SOCIAL SECURITY NUMBERS IS REQUIRED FOR EACH HOUSEHOLD MEMBER
AGE 18 OR OLDER OR UNDER 18 WITH COLINTABLE INCOME. DUR AUTHORITY TO REQUEST
YOUR SOCIAL SECURITY NUMBER 1S REGULATION MPP SEGTION 63—404. YOUR SOGIAL
SECURITY NUMBER WILL BE USED TO IDENTIFY YOU, TO MATCH YOU WITH OTHER FILES,

AND TO DETERMINE PROGRAM EFFECTIVENESS. REFUSAL TG PROVIDE 1T WILL RESULT IN
A DENIAL OF YOUR APPLICATION.

il

T o mom

WORK EXEMPTION CODE

UNDER 18/60 OR OVER
MENT/PHYS, DISABLED

CTAES FOR INCAP/CHILD
UNDER 12

CARES FOR UNDER 18 AND
HH MEMBER REG/EMP.

WIN

RECEIVES LHB

IN ADDICT/ALCOHOL FPROG,
30 HR WK/MIN. X 30

Page 2 of 8




ROOMERS AND BOARDERS: Does anyone pay you for meals and./or a room?

if YES, complete the fnllowing:

—

Liyes (3 MO

NAME MEALS, ROOM, BOTH HOW MUCH HOW OFTEN? # OF MEALS PER DAY?
i P :
MEALS, ROOM, BOTH
2. ] S
DO YOU PAY SOMEONE ELSE FOR MEALS AND/OR A RCOM? 13 YEs [0 NO
IF YES, COMPLETE THE FOLLOWING:
NAME MEALS, ROOM, BOTH HOW MUCH HOW OFTEN? # OF MEALS PER DAY/
1. 2
MEALS, ROOM, BOTH
2. $

5) PREPARED MEALS

ARE YOU OR YOQUR SPOUSE UNABLE TO PREPARE
ZALS BECAUSE OF YOUR HEALTH PROBLEMS?

T ves TonNo

A, MEALS ON
WHEE LS PROGRAM

O vyEs O No

FYES, DO YOU RECEIVE MEALS FROM EITHER
8.

A COMMUNAL
DINING FACILITY

yes DND

ARE YOU, OR [§ ANOCTHER HOUSEHOLE MEMBER A MEMBER QF A DRUG
ADDCT OR ALCOHOLIC REHABILITATION TREATMENT CENTER OR

RESIDING IN A SHELTER FOR BATTERED REASONS?

_ NO

% YEsS

IF YES, GIVE NAME OF PERSON AND CENTER/SHELTER.

YOU/THEY LIVE
ERE?

YeES (3 NO

ARZOURCES

‘”@ Doasg any member of your household have any of the rescurces iisted below? Check gach item.
HResaurces DO NOT inciude your home, household goods, pension funds, cash vaiue of life insurance

policies, or-personal items (books, clothes, etc.)

SAVINGES ACCOUNT

YES NO VALUE

CURRENT

INCOME
FRODUCING?
YES

AMOUNT
OWED

&3

CHECKING ACCOUNT

CREDIT UNION ACCOUNT

CHECKS OR MONEY (at home or eisewheraj

NC

REAL ESTATE ({other than home)

BOATS

TRAILERS

NOTES, MORTGAGES, TRUST DEEDS, SALESCONTRACTS

TRUST FUNDS

EO 3 W icHo o o

STOCKS, BONDS, CERTIFICATES

el e n|mlolofw]>

OTHER (specify)”

3

C3EY O 3 23 123 D OO B
L2S (R PR LY Y T PG PR PPN 9N

EHLI

LHOD M o s s
DG pionom

3

vehicies? 7 ves [JNO

Dpes anyone in your household own any cars, trucks, vans, campers, motorcycles or other

1f YES, compiete the following for each vehicie. L.ook at yvour registration to find the year, class,

make and model of gach vehicle you own,

MOTOR VEHICLES VEHICLE

VEHICLE

VEHICLE

YEAR/CLASS

MAKE & MODEL

ESTIMATED VALUE

AMOUNT OWED

YES NGO

LICENSED (Circle)

YES NO

YES

COUNTY USE ONLY

TOTAL RESOURCES
$

COUNTY USE ONLY — VE

HICLES

HOME, TNCOME
PRODUCING OR
HANDICAR?

<
m
Hn
z
=]

0

]

UNDER $4500 PER
TABLET

EXEMPT?
FOR H.H. USE?

WORK, SEEK WORK,
SCHQOL, TRAIN?

L O
L B0

HEREIREIN

Ll
L
[]

[
]
]

VALUES

®

F My

MINUS 4500

EXCESS VALUE

LAY

MINUS
ENCUMBRANCGE




Did you or any member of your househot”  =ll, trade or give away anything of substantial* & COUNTY LISE ONLY

duing the iast three months? i vEs S ONO HEYES, explain: B s
g the Twes  Iw P GUIDELINES

VERIFY ALL INCOME AND LIST
TYPE OF DOCUMENTATION USED.
NOTE EXEMPT SOURCES OF
INCOME INCOME, NOTE DATES OF ALL
PAYSTURS USED.

@ Fiit in all blanks for each household member with a full or part—time job, if a member has more than
one job, list each job separdtely. Include members who receive income from CETA, WIN or other
training program, For your interview, please bring pay stubs or other proof of wages.

A, WAGES
| GRoSS "] HOW OFTEN PAID? AT
AMOUNT \ {F S5TUBS
MAME OF WAGE EARNER | NAME OF EMPLOYER ITOT. BE FORE EVERY ) TWICE EX= §\rweg

DEDUCTIONS ! WEEKLY 2 WEEKS | MONTHLY MONTHLY! EMPT

wh

B, SELF-EMPLOYMENT

CLIENT ELECTS:

e i o 7 o o if Y i ir
Is anyone in your household self—employed’ Tives [Oowo if YES, give their names, [ AVERAGED INCOME

. . [0 ACTUAL INCOME
You must provide proof of self—employment costs and income,

VOLUNTARY QUIT?

i,

[ ¥ES [} KO

¢, Hlas anyone in your household quit a job in the tast 60 days? TveEs  DONO

@ Do you or any househotd member receive income from any of the sources listed below? Check each
item YES or NO. [t YES, complete the additional information needed. For your interview, bring
proof of income for which you have checked YES below.

e HGUSEHOLD AMOUNT [v) HOW OFTEN RECEIVED:
MEMBER WHO OF EACH eviar | swice 7
CHECK OR
SOURCE OF {NCOME YES NG ,“Ticli'rvij mawncyr | WEEKLY | 2 WEEKS | MONTHLY | MONTHLY JEXEMP T

A. AFDC (AID TG FAMILIES

WITH DEFENDENT 0O 7

CHILDREN)
g.

SOCIAL SECURITY o0

BLUE /GREEN CHECKS
. S5t (EUPPLEMENTAL .

SECURITY INCOME! = g G

GOLD CHECKS
D' 1

GA IGENERAL ASSISTANCE) | m =

OR GR (GEMERAL RELIEF) e
E.

VA IWETERANS BENEFITS!

F. UNEMPLOYMENT OR DIS OR | m =
WORKERS COMPENSATION

PENSIONS OR RETIREMEMNT o
INC OME

W. A. SCHQLARSHIP, GRANTS,

. LOANS FOR SCHOOL —
B. TUIT!ON, MANDATORY [
FEES 3

1o CHILD SUPPORT AND - -
ALIMONY e

J. MOMNEY FROM FRIENDS OR
RELATIVES (OTHER THAN [H S
LOANS)

K.
LOANS 0O o

T GROSS INCOME e
FROM PROPERTY - =

M,
OTHER [SPECIFY) C:] D

—— Page 4 of &



@ Have you or anyone in your household applied for or do you expect to recgive income from any of the
sowrces listed in 107 T YES T NO I YES, explain; COUNTY USE ONLY
@ Does anyone (n your househotd pay for someone to babysit ar care for a child or disabied adult so
that a member can work, attend training or look for a job?
s YEs [_ NO it YES, complete the following:
WHO PROVIDES THE CARE? HOW MUCH DO YOU HOWOF TENT
NAME: PAY?
= =
Qf’ Jomplete the amount and how often you are billad for each of the housing costs you have,
A RENT 5 AMOUNT HOW OFTENT
B MOBRTGAGE PAYMENT $
C. . .
PROPERTY TAXES (if not inciuded in mortgage) 3
0
o FIRE INSURANCE ON HOME (If not included in mortgage) 3
£, .
CTHER 3
@ UTHITIES CLIENT ELECTS:
s . . O actuar [JsTanparDd
Check the bax next to the utility cost you pay and list the amount you are billed and how often you
are bilted, The state standard utiiity amount may be used to compute your benefits f you are billed
for gasselectricity, 1f your gtitity bills are higher than the state standard amount, you may receive
more fpod stamps. Bring verification for any amounts (isted below.
s !:] AMOURNT HOW QFTENT
GAS FOR HEATING AND COOKING ‘ ¢
8. 1
EILECTRICITY L 3
C' i
WATER :l 5
D. ™
SEWER [ 3
E !
" GARBAGE AND TRASH E 3
F. M
TELEPHONE (BASIC RATE) L $
G, ™ 3
OlL .
H.
INSTALLATION OF UTHLITIES D $
HEN f
OTHER (] $
@ Does anyone pay of help you pay any of the housing or utility bills you have listed in 13 gr 14 above?
T ves M NO HEYES, explain:
@ The law requires that information on ethnic arigin and primary {anguage be collected. However, the
infarmation will not atfect your eiigibility for aid. |f you do not compiete this section the efigibility ETHNIC ORIGIN
worker will make this judgment. WH H B8 AP
1 2 3 a
My ethnic group is {check ong box onty) My language is (check one box onty): Al 7
(If you can speak and understand English, 5 7
check English)
. PRIMARY LANGUAGE
] WHITE (NOT OF HISPANIC ORIGIN!
I HISPANIC 7 ENGLISH (] XOREAN 51’: CzH ; :
[l BLACK {NOT OF HISPANIC ORIGIN! ] sPANiSH 3 VIETNAMESE r o E
{1 ASIAN OR PACIFIC ISLANDER ‘ 1 CHINESE {1 FILIPINO [TAGALOG! 5 6 7
7 AMERICAN INDIAN OR ALASKAN NATIVE {] JAPANESE [ OTHER (SPECIFY)
T Finipine
T OTHER (SPECIFY!

g@ You can authorize someone outside vour household to get your Food Stamps for you or to use them to buy food for you, If you would like
tc authorize someone, complete below.

NAME OF AUTHORIZED REPRESENTATIVE ADDRESS TELEPMONE NUMBER



(18) CERTIFICATION
Your rigitts:
You have a right to & hearing if you are not satisfled with the action taken on your application by the Welfare Department. You may
discuss the action with the County Weliare Department staff and if you are not satisfied with the discussion, you may request a hearing
by the Department of Social Services. The reguest may be written or oral and must say why you are not satisfiad, The request must
be recaived by the Office of the Chief Referee, DSS, 744 P Streal, Sacramento, California 95814, within 90 days of the postmarked

date of the Notice of intandad Action with which you are dissatisiied,

Nondiscrimination:

This application will be considered without -2gard to race, color, age, religious creed, natignal origin, pofitical belr’ef§, {randfgap or sex.
I you believe you have not been treated fike everyone elsa, talk to the County Weifare Department. !f you are not satisfied with thelr
actions and want to fite a complaint, write to Department of Social Services, 744 P Street, Sacramenio, CA 95814 or call tofl free

18009525253, The .oll fraz Teletypewriter (TTY} number s 1-800-852-5434.

YOUR RESPONSIBILITIES:
You must inform the County Welfare Department within 10 days of any of the foliowing changes.

& Your new address if you mova,

€ Changes in the number of pecpie in your household,

@ Increase in resources (cash on hand, savings and/or checking accounts, bonds, land, buiidings, cars, campers, boa!rs, gtc.),
whenever the total amount or valuae owned is more than 53,000 for households with 2 or more persons and a! least T is age

80 or oider; or $1,500 for alt ather households,
& A car, or other licensed vehicle, if anyone in your household gets one.

& Changes in your total househoid income when it goes up or down by $25 or more a month. You don't have to report changes
in your AFDC check.

@ Your new rent or mortgage costs if you move.
@ Medical expenses |f they go down by more than $25 a month.

If you plan to move to another county or state it may be possible for you o transfer your food stamp eligibifity with you PROVIDED
that you repert the move to this food stamp office before you move and you obtain a transfer document FN5—286.

PENALTY WARNING:
if your household receives food stamps, it must foiiow the rules listed below, Any member of your househoid who breaks any of these
rutes on purpose can be barred from the food stamp program; fined, imprisoned, or both and subject to prosecution undar other

applicable laws.
DO NOT Give faise information, or hide information, to get or continue to get food stamps.

DO NOT Trade or sell food stamps or authorization cards,
DO NOT Alter authorization cards to get food stamps you're not entitied to recaive,

DO NOT Use food stamps to buy ineligible items, such as alcgholic drinks and tobacco.
DO NOT Use scmeone else’s food stamps or autharization cards for your household.

YOUR PLEDGE:

! understand the guestions on this appiication and ithe penaity for hiding or giving false information or breaking any of the rules listed
in the penalty warning, My answers are correct and complate to the best of my knowledge.

/ _undersrand that | may have to provide documents to prove what |'ve said. | agree o this. !f documents are nof available ! agree (o
give the name of a persan or organization the food stamp office may contact to obtain the necessary proaf. | will also cooperate fuily
with county, state and federal persomnel in a quality control review.

YOUR S1GNATURE: DATE

WITNESS, IF YOU SIGNED WITH an "'

SIGMATURE (AUTHORIZED REPRESENTATIVE OR OTHER PEASON COMPLETING APPLICATION DATE

I an authorized representative completes appiication attach wriften authorization of head 0f NOUSBROId OF GHouSE.

1P SIGNED BY "'X'' SIGNATURE OF WITNESS DATE

SIGHATURE OF INTERVIEWING WDRKER DATE APPLICATION REVIEWED WITH CLIENT
OR AUTHORIZED REPRESENTATIVE,

Page 6 of 6




DFA 285-A (9-80)

Form Instructions
{for Fligibility Worker}

Appiicaticn for Food Stamps

Purpose:

The DFA 285-A is the food stamp application form completed by households when
first applying for food stamps and at recertification. Part I of the appiication
is used to initiate the application process and identify households requiring
expedited services. Part II is used to gather information to determine the
household's eligibility for food stamps. The application also contains
information for the household concerning hearing rights, reporting respon-
sibilities, and a notice of penalty for the fraudulent receipt or use of
Coupons.

Preparation:

Part I - st Section (Applicant Identification)

Manual Section: 63-300.2, 63-301.1

An application is considered to be filed when it is received with the foliowing
information by the appropriate CWD office:

i. Appiicant's name.
2. Applicant's address.
3 Household member or authorized representative signature.

When an application with the above information is received, enter the date of
receipt in the space provided. This date begins the 30-calendar-day period
during which an eligible household must be given the opportunity to participate,
unless a CA-1 was compieted before this date. In this case the date of the CA-1
begins the 30-calendar-day period.

Part 1 - 2nd Section (Expedited Services)

Manual Section 63-301.5

If the applicant completes this section, review the responses 1o guestions 1, 2,
and 3 to identify whether the applicant should be referred for expedited services
After reviewing these questions in the following order, the answers to guestions
4 and 5 should then be considered. If the number of household members and the
income (questions 1 and 4), or the amount of resources {question 5) indicate that
the household would not be eligible for food stamps, refer for normal processing.

1. If question 1 is "No" and guestion 3 is "No" or "Don‘t Know" - refer for
expedited sarvices.

2. If question 2 is "No" - Do not refer for expedited services. Stop - Do not
go to question 3.
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3. If question 2 is "Yes" - go to question 3.
4. If question 3 is "No" or "Don't Know" - refer for expedited services.
5. If guestion 3 is "Yes" and

Income will not be received within the next 10 calendar days - refer
for expedited services.

‘ Income of $25 or less will be received within 10 calendar days - refer
to expedited services.

¢ Income of more than $25 wiil be received within 10 calendar days - do
not refer to expedited services,

Part Il
Manual Information
Question Section Reguested - EW Action
County
Use Only 63-300.5 N/A Complete reqguested information. Date
received is the date Part Il is re-
ceived. Check box if application is
new, recertification, or expedited
services and follow appropriate veri-
fication requirements.
1 Household name None.
and address.
2 63-404 Household member SSN - Delete from the household any

member not complying with the Social
Security number requirements, (Note
exception for expedited services.)
63-502.3 Sixty/Disabled - Note if any household
member is 60 years of age or older or
disabled, and document that a DFA 285-C
was given to the household, Allow ex-
cess shelter costs and medical deduc-
tions for any household with such a

member ,
63-300.512 Alienage/Citizenship - Note if any
63-300.522 household member is an alien and
63-403 document the type of verification

provided to determine the alijen's
eligible status. Note if a CA-6 was
completed by the household and sent
to INS.

Delete from the household any member
whose citizenship is guestionable and
verification has not been received
within two months.
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Question

Manua]
Section

ntormation
Requested

EW Action

63-406

63-407

63-402.
63-402.

~4No

63-402.2

63-402.4
63-503.56

63-501.1
63-501.4
63-501.7
63-503.5

63-501.51

63-501.6

Nonhousehold
members,

Roomers and
Boarders.

Drug addict/alco-
haolic treatment
center members,
Battered persons
centers,

Resources.

Motor vehicles.

Transfer of
resources.

Student - Note if any household member
7s between 18 years of age & 60 years
of age, physically and mentally fit,
and a student enrolled at least half
time in an institution of higher
education. Apply student eligibility
criteria.

Work Registration - For all household
members exempted from work
registration, note the work exemption
code in the space provided., For all
other household members, note in the
space provided the date a completed
DE 8435 or DE 8435V is submitted.

Check that each person listed here
meets the criteria to be considered a
nanhousehold member,

Check the status of each person
Tisted here to determine eligibility
as a boarder,

Check the place of residence for
each person listed here to determine
eligibility as a household member,

Document resources, making appropriate
exclusions. Check status of non-
household members to determine if
resources should be excluded.

Evaluate vehicles for resource examp-
tion. Document evaluation in county
use only section A. For all nonexempt
vehicies compute values in Section B,

Enter in the space provided the total
resource amount.

Check circumstances of any resource
transfers to determine if program
eligibility is affected.




DFA 285-A (9-80)

Manua} Information
Question Section Reguested EW Action

9A 63-300.511 Wages. For each source of earned income,
63.502.1 check if exempt in the box provided.
63-502.2 Also for each source, check the box
63-503.5 provided when pay stubs have been

viewed and note the date and amount.
Check the appropriate box for actual
or averaged income,

9B 63-502.1 Self-employment. Compute earned income from self-
63-502.2 employment using cost and income
63-503.5 information provided by the household.

Check the approprite box for actual or
averaged income.

ac 63-407.7 Voluntary guit. If checked yes, determine if action
meets criteria for voluntary quit.
Check yes or no in the county use only
section,

10 63-300.511  Unearned income. Check that each income source is
63-502.1 checked yes or no. For all yes
63-503.5 answers, check that all other infor-

mation is provided. In the space
provided, check any income amount
which is exempt. Document verifi-
cation of gross nonexempt income
in county use only section.

11 63-502.2 Anticipated Document in fhe county use only sec-
63-503.22 income. tion whether or not income is con-
63-503.5 sidered anticipated for purposes of

the budget calculation.

iz 63-502.34 Dependent care. If checked yes, consider for a depend-
63-503.23 ent care income deduction.

13 63-502.35 Shelter costs. Calculate allowable shelter deductions.
63-503.23

14 63-300.513  tilities. Indicate if the household elects
63-502.36 actual or standard allowance for
63-502. 353 utilities by checking the appropriate
63-503.23 box in the county use only section.

Document verification when actual
utility costs are used.
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Manual Inormation
Question Section Requested EW Action
15 63-5p2.2 Vendor payments. Determine if any such payments shouid
63-503.23 be excluded from the household income.
16 Ethric origin Circle appropriate code in county use
and primary only section faor ethnic origin and
language. primary language.
17 63-402.6 Authorized Inciude name of authorized represent-
representative. ative on household identification
card,
18 Certification. Check that the application contains

all required signatures,




FOOD STAMP BUDGET WORKSHEET

CASE NAME CASE NUMBER CERTIFICATION PERIOD
g FROM e THROY GH .
= FANTICIFATED [ ACTUAL
EFFECTIVE MONTH ] SN [t Lk
S e VERIFICATION /EXPLANATION

A NONEXEMPT AMOUNTS OF GROSS
EARNED INCOME

. Gross Satary, Wages k3 H]
- SeHt—Employment {From DFA 285 13
Training Allowmwce

total Gioss Eomed Income

(A1 4+ A2 ¢ A }
G, BO% of e A4 [

&L —

8 NONEXEMPT AMOUNTS OF GROSS
UNEABRNED 1NCOME

Tolal Assistines Oront $ . %
. Sociat Spourity JUS DI
Chitd Support or Alimony
. Protated Scholarships, Grants, Loans
Ui rom 140
5. Uiher Uneamed income
5. Total Gross Unecamed income
(0T 4132 4 013 + 834 4 135} S [,
o Totad Adpestod {oss Incoma

L

(AL + ) S N

C. INCOME DEDUCTIONS

1. Standard Deduction 5 $
2. Dependent Carc {Lesser of Actual
of Maximumy e [
3. Tot ncome Deductions
(C1 4+ C2) O
4. Net fncome
(BF — 3} $ ., 5 U

DS TER DEDUC HON COMETUITATION
(0 C2 s ab maximum, skip 01 — DG and
enter O in D7)

1. Total Sheiter Cost { Total Housing
and Utitities from F Below) g $
2. Alipwable Shoiter Cosl
(1% of Cay [ e

Excess Shelter (D1 ~ D2) —
4. Maximum Altownnce for Dependent
Cuare and Shoetler eomem e s — e e e

5. Atiowabie Dependent Care
Deduction (From C2)
. Maximum Excess Sheller

Deduction (D4 -~ D5 —_—
7. Excess Sheler Deduction (L esser of k3 $
03 or D) T o
E. NET MONTHLY INCOME
(NME) (T4 — D7) .
F. SHELTER COSTS tilities 1st Menth 2nd Month G. ALLOTMENT 1st Monty  2nd Moni.
Housing 1st Manth 2nd Month Gas $ ¢ Net Monthiy income$ § .
Rent or mtg, $ $ Etectric Ne. in Househr Id
Taxes Water N Allotment
insurance Sawer
(ther _ Garbagoe R —— S ——— . SUPPLEMENTAL ONLY
Total $ s Teiephons Previous Auth. $ &
Other Amount of Supp.
Totai $ %
ELIGIEILETY WORKER SIGNATURE DATE ELIGIBILITY WORKER SIGNATURE DATE
SUPEHVISOR SIGHATURE DATE SUPERVISOR StGNATURE CATE

OFA 28509 {9/801Required Form - Substiuies Pormiiled



HOUSEHCLD INFORMATION/DISPOSITION

AHPLICATION DATE

] aPPROVED

O pENIER O PERDING

REASON/REMARKS

18T MONTH

Classification

Opa s [OMIXED (NA)

2ND MONTH

Uea [Ona TIMIXEDR (N

Issuance

liaTP/HIR LIDIRECT [ |ES

ETHNIC CODE

COMPANION CASE REFERENCE

| IATP/HIR | ] DIRECT
PRIMARY LANGUAGE

Al

TvousExoLp aporess ™

AUTHORIZED REPRESENTATIVE

. EDUCATIONAL GRANTS, SCHOLARSHIPS, LOANS

1. Income roceived from educational grants, eto. 3
2. Tuition and mandatory fees

3. Subtract Line 2 from 1

4. Prorate Monthty Amount (Enter on Line B4) b

VERIFICATION/EXPLANATION

CHANGE WORKSHEET - For Nonbudget Changes Within the Certification Perlod

SOHESOURCLS (Lo not entat tha value of exciudad resources)

Cash On Hand

Savings Accounts
Checking Accounts
Siocks, Bonds, Etc,
KNonexcluded Heal Estate

Countable Value ot Licensed Vehicles (See balaw)

Cguity Value of Unlicansed Vehicles

Other
Total

B. ADRRESS CHANGE

8}

AUTHORIZED REFRESENTATIVE CHANGE

VERIFICATION EXPLANATION

WQORK REGISTRA — ||F YES, DATE REGJSCCIAL SECUR|ITY NO, DR
’ E. CITIZENSHIP /ALIEN VERIFICATION
D. HOUSEHOLD MEMBER CHANGES TION NECESSARY IF NO, CODE 5SA 5028 DATE
1. [ Yes [ No
2, 'f Yos ['| No
3. (1 yes [ No
4, [ vyes {]nNo
5, [ Yes {1 No
F. MOTOR VIHIULE CHANGES
3. Vehicio Vehicle Vehicle 3. For Licensed Vehicles, the greater value (Bxcess or equity] -
Y ear the resources amount.
Make and Model For Unlicensed Vehicles, the equity is the resources vaiye,
tstimated Value $ $ $
"Amount Owed $ $ $ Fair Mkt, Value
Licensed Ll1Yes [ | Ko {}Yes {"] Mo {] ¥es {] No Minus 54500
2. Home, Income
Producing or Handicap?|{J Yes [INe  [[7 Yes [ o (] ves [ No Excess Valye
o
Under $4500 Per Table |[J Yes [J Nao |1 Yes [ Ne [J Yes [ No air Mkt value
Exempts - Minus Encumbr,
For Housseheld Use? {TYes [ No [{J¥es [J No dYes [} No Fquily Value
For Work, Seek Work, . . .
Schoal, Train? CiYes {INo J[l¥es [JNo FlYes [1No

tt under 84500 and axempt, stop hera. If nol, go to 3.

Type of Change

Eligibitity Worker
(Inttialy / Date

Eftective Date




DFA 285-B (9-80)

Form Instructions
{for Eligibility Worker)

Food Ste.p Buuget Worksheet

Purpose:

The DFA 285-B is used in conjunction with an application for food stamps to
document a household’s eligibility for food stamp benefits. The budget portion
of the worksheet is used for computing the benefit level for one month and for
a second month if reguired because of an anticipated or actual change during
the certification period. The change portion of the worksheet is used to
record any nonbudgetary changes which occur during the certification period.

Note: The DFA 285-D, Food Stamp Budget Worksheet - Special Medical/Shelter
Deductions should be used for any household containing a member who
is (1) 60 years of age or older, or (2) receiving Social Security
disability payments for his/her disability.

Preparation:

Enter the following identifying information on the top of the front page of
the worksheet:

- Case name
- Lase number

Enter the beginning and ending dates of the certification period; month and
year,

Enter the effective month for the first month budget calculation and complete
the budget.

Section A. Nonexempt Amounts of Gross Earned Income

1. Enter nonexempt gross earnings from employment.

2. Enter earnings from self-employment from self-employment worksheet(s).
3. Enter all training allowance received.

4, Add items Al, A2, and A3 and enter fotal.

5. Calculate B0 percent of the amount on Line A4 and enter.
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Section B, Nonexempt Amounts of Gross Unearned Income

1. Enter nonexempt amount of all assistance grants received.

2. Enter nonexempt income from Social Security, raiiroad retirement,
unemployment insurance, disability insurance, pensions, etc.

3. Enter all child support or alimony payments received.

4. Enter amount of all scholarships, grants, and loans from Line I4.

5. Enter all other nonexempt unearned income received by the household.
6. Add Lines Bl, B2, B3, B4 and B85 and enter total.
7. Add Lines A5 and B6 and enter total.

Section C. Income Deductions

1. Enter amount of standard deduction.

2. Enter the amount of dependent care not to exceed the maximum.
3. Add Lines Cl and C2 and enter total.

4.  Subtract Line C3 from B7 and enter the remainder.

Section 0. Shelter Beduction

Note: If €2 is at the maximum, skip Dl through D6 and enter a zero {0) on
Line D7.

1. Enter the total shelter cost as calculated 'n Section F.

2. Enter 50 percent of Line C4,.

3. Subtract Line DZ from Dl and enter the remainder,

4, Enter the maximum allowable for both dependent care and excess shelter.
5. Enter amount claimed for dependent care from C2.

6. Subtract D5 from D4 and enter amount.

7. Enter the lesser amount, D3 or D6.

Section E. Net Monthly Income

Subtract D7 from C4 and enter the remainder.
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Section F. Shelter Costs

Complete this section to determine if there are excess shelter costs.

Enter ac*:al housing costs and total,

Enter actual utility costs if household elects actual. Enter state utility
standard allowance or state standard telephone deduction if applicable. Total
utilities.

Section G. Allotment

Enter the net monthly income from Section E and the number of household members
from the applicaticn. Using the current tables of coupon issuance enter the
household's allotment.

Section H. Supplemental Only

Complete this section if the budget was calculated because of a change and
resulted in a supplemental issuance. Enter previous authorization and amount
of supplement.

Signature Block

Enter EW signature and date after completing budget. Enter EW supervisor
signature and date after review of budget calculation and allotment,

Second - Month Budget

If a second-month budget is calculated, enter the effective month, check if
the budget calculation is being made because of an anticipated or actual
change, and complete as outlined for the first month budget.

Household Information/Disposition

Enter the application date and disposition of the application. If dgenied or
pending, enter reason. E£xplain a concurrent approval/denial in the remarks
section,

Enter the reqguested housenold information, i.e., housenhold classification and

type of issuance, ethnic code, companion case reference, primary tanguage,
household address and authorized representative.

Section I. Educational Grants, Scholarships, Loans

Complete this section if the household has income from educational grants,
scholarships or loans.

1. Enter total amount of all educational grants, etc.
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2. Enter amount of fuition and mandatory fees.
3. subtract Line 2 from Line 1 and enter remainder.
4. fivide Line 1 by numher of months the educational grant, etc., is

intended to cover. Enter this amount on Line B4.

Change Worksheet

For each nonbudgetary change, enter the date the change occurred and the date
the change was reported in the verification/explanation column.

Section A. Resources

Enter any change in resource amounts and total. Determine if household still
meets the maximum resource standard.

section B. Address Change

Self-explanatory.

Section C. Authorized Representative Change

Self-explanatory.

Section . Household Member Changes

Enter the following information for each new household member.
- Full name of the household member.
- Check &) if the household member is requ re&d to register for work.

- Date the household member registered for work or the work exemption
code.

- Household member's Social Security number or the date the household
member applied for a Social Security number.

Based on number of household members, determine new coupon allotment,

Section £. C(Citizenship/Alien Verification

List the document(s) used to verify legal status.

Section F. Motor Vehicle Changes

Use this section to record household motor vehicle changes. Each vehicle must
be treated separately to deisrmine its countable resource amount. Thereafter,
each amount is added to determine the total vehicle resource amount.
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1. Year: Self-explanatory.
Make and Model: Seif-explanatory.

Estimated Amount: Determine from the blue book, CPl book, newspapers,
etc,

Amount Owed: Self-expianatory.

Licensed (circle): Circle yes or no if the motor vehicle registration
fees are paid for the current year. If not, skip Part 2 and go directly
to Part 3.

2. For licensed vehicles, check (¥) yes or no if the vehicle is used as &
home, is income producing, or is a vehicle for a handicapped individual.

Exempt?: Check (¥) if any vehicle is exempt for the reasons shown.

If the fair market value of any vehicle is over $4,500 and not exempt from
equity determination, proceed to Part 3.

3. For remaining licensed vehicles, the greater value {excess or eduity}
is the countabie vehicie resource amount. Calculate as follows:

- Enter the fair market value of the vehicie.
- Enter $4,500.

- Subtract $4,500 from the fair market value and enter remainder under
excess fair market value,

- Enter the fair market value again for the same vehicle.
- Enter the amount of encumbrance.

- Subtract the encumbrances from fair market value and enier remainder
under equity value,

Change Signature Block

Complete this section each time a nonbudgetary change is recorded on the
worksheet during the certification period.

- Enter the type of change, EW initials and date,




STATE OF CALIFORNIA — HEALTH AND WELFARE AGENCY DEPARTMENT OF S0CIAL SERYICES

FOOD STAMP APPLICATION —~ SPECIAL MEDICAL DEDUCTIONS

NS TRUCTIONS FOR COUKTY USE
CASE NAME

This Food Stamp Application for Spscial Medical Deductlions is to be completed for any household member who is
1} 60 years of age o older; or 2} receiving Social Security disability payments as a disabled persan, regardiess

ot age. DO NOT {ist persons receiving Supplemental Security Incame {gold check) or Spouses or dependents entitled CASE HUMBER
under the disability beneficiary provision.

@ MNAME EHRTHOATE DOESR THIS PERSOK REDEIVE
MO, DAY VYR, A DISABILITY PAYRMENT?
1 [
1 I
: 1 O ¥es 7 NG
1
{ H
1 . B
: { 1 vES [i NG
P
: i [ YES U wo
L i
.fg\i MEDICAL EXPENSES
~ Give the following information for ONLY those persons iisted above. List expenses for which you are currently billed.
Do not include past due billings. {Check YES or MO if eniire bill has been or wiil be paid by the housebnld,  Albtach
bilts for all items listed.)
Paip By
y HOUSIEROLD
MEDICAL EXPENSE ITEN HOUSEHOLD MEMBERS WHO HOw AROUNT T
RECEI{VED SERVICES QFTER? BILLED YES 1 MO
Madical or dental care provided by a ;
2. certified practitioner, :
Hospitaiization or outpatient treatment, g
B. and nursing care. '
¢
¢. Prescribed drugs. H
®
d Hea!th and hospitaiization insurance E
" policy premiums, !
e Medicare premiums; Medi--Cal share of :
T oopgts andsor spend down expenses. H
Dentures, hearing aids and prosthetics. ¢
f. Prescribed medicat suppiies and i
Eouipment. -~ !
Sesing eye of hearing dog expenses, :
§. including the cost of dog food and :
veiarinarian bills, 5 r
Eye glasses and coniact lenses. !
h. prescribed by a phiysician or optometrisi, i
i
Cost of transportation and lodging io .5
t. oblain medical treatment or services, !
. Maintaining an attendant necessary due !
I+ to age, {iness or infirmity, ;
K The number and cost of meals furnished :
* to an attendant. ;
Other (specity} ]
¥
;
e, e — L. b by

PERALTY WARNING
tf anyone in yvour household intentionally hides or gives any false inlormation as requested above, they may be barred frons the Food Stamg Program

and be tined, imprisoned or both, CERTIFICATION
! undersiand the questions on this form. | also undersiand the penalty for hiding or giving false information. My answers are correct and complete to the best
of my know!edge. | agree to provide documents to prove what 've said. i the requested documents are not readily avaitahle, agres to give the name of a
parson or organization the food stamp office may contact to obtain the necessary proof.

WITRESS OF SIGRED WITH AN CX°') DATE

SIGRATURE DATE

SIGRATURE {AUTHORIZED REPRESENTATIVE OR OTHER PERSON COMPLETING APPLICATION} DATE

| HAVE GIVEN MY AUTHORIZED REPRESENTATIVE PERMISHION T0O COMPLETE THE INFORMATION ON THIS FORM
SIGNATURE OF HEAD OF HOUSEHOGLD OR $POUSE DATE WITHESS [1F SIGNATURE WITH AN "X ' HATE

SIGNATURE OF WORKER WHO REVIEWED THIS APPLICATION DATE

bFa 285-C 18/80) Hequired Form — Np Subsiitules



DFA 285-C (8-80)

Form Instructions
{for £1igibility Worker)

Application for Food Stamps - Special Medical Decuctions

Purpose:

The DFA 285-C is a supplementary food stamp application form completed by a
household member who is (1) 60 years of age or older, or (2} receiving sccial

security disability payments for his/her own disability.

The application gathers

information required to calculate special medical deductions for these individ-

uais.

The form is required oniy for those household's entitled to claim excess

medical expense deductions, uniess they choose not to.

Preparation:

Information
Requested

Question Manual
No. Section

fW Action

County
Use N/A N/A
Section

1 63-507.33 Eligible House-

hold Members

7 Medical Expenses

63-502.33

63-502.33
63-503.231

£3-300.515

Enter case name and case numbher,

Check that each household member named
is at least 60 years of age or
receiving a social security disability
payment. {heck that the social
security payment received is for

the household member's own dis-
abiiity.

Determine the allowability of each
item of medical expense as follows:

1. Check that each household member
receiving services is an eligible
household member listed in ques-
tion 1.

2. Check that each amount shown is
for an allowable item of
expense.

3. Verify the amount of any deductible
medical expenses and note the
specifics of the verification in
the county use section.




OFA 285-C (8-80)

Guestion Manual Infermation
No. Section Reguested EW Action

63-502.33 Identify which items of expense
are insured, uninsured, and which
items {if any) are hospital bills,
and document in the county use
section. ODetermine the applicable
amount for each deduction.

63-503.23 Determine which items of expense

Certification

are recurring, one-month-only,
or should be averaged over the
certification period.

Check that the application contains
all required signatures.




STHTE O

-

.

O FORNIA ~ HEALTH AND WELFARE AGENL

FOOD STAMP BUDGET WORKSHEET ~ Special Medicaﬁ/She!ter Deductions

DERARTMENT OF SOCIAL SERVICES

CASE.MAME

EFFECTIVE MONTH

CASL MUMBER

CERTIFICATION PERIGR

FROM THROUGH

e e O T e

:"“"JANT[CLF‘AYED | ACTU AL

{E FFECTIVE
MONTH

VERIFICATION /EX‘PLANATIDN

A. NONEXEMPT AMOUNTS OF GROSS

EARNED INCOME

1. Gross Salary, Wag s

2. Self—-Empioyment

3. Training Allowance

4. Totai Gross Eamed {ncoma
(A1 + AZ + A

. 80% of Line Ad

o

. NONEXEMPT AMOUNTS CF GROSS

UNBEARNED INCOME

Total Assistance Grant

. Sociat Security FUIB . DIB

Child Support or Atimony

. Prorated Scholarships, Grants, L.oans

{From E4}

Other Uneamed ncome

. Total Gross Uneamed income
{B1+B2+B2+54+85

7. Total Adjusted Gross income

(A5 + B5)

EVE FC R N QS

{n

INCOME DEDUCTIONS

1. Standard Deduction
2. Dependent Care (Leasser of Actual
of Maximum)
3. Excess Medical Expenses {(From F8)
4, Subtotal iricome Deductons
{C1 4 82 «+ C3}
5. Shelter Costs (From G3c)
5, Totai Income Deducltions
(C4 + C5)

. NET MONTHLY INCOME

(NM)) (B7 -CB)

P

%

$
5

L
5

L ]

m

EDUCATIONAL GRANTS, SCHOLARSHIPS, LOANS

G. SHELTER COSTS

15t Month

1. Income lﬁeceived From 1. Housing 1st Month 2nd Menth 3. Shelter Deduction
Educational Grants, Etc. 3 Total Shatt
Rent or Mtg. 3 $ a. 1 otal sheer
2, Tuitior and Mandatory Fees Taxes {Total 31 + Total G2) 5
3. Subtract Line 2 From 1 insurance b. Less 50% of
4, Prorate Monthty Amount QOther Line B7 - C4
{Enter on Line B4) $ ey Total § 5 ¢. Excess Sheiter Costs
(Enter on Line C&) 3
N 2. Utilities ==
. MEDICAL ZXPENSES ————— 2nd Month
. Gas $ 3 a. Total Shelter
ALLOWABLE AMOUNTS 1st Month 20t Mot Electric (Total G + Totat G2} §
Water B
1, Recurring Expenses 5 b Sewer b. Less 50% of
~ _ Garbage Line B7 -~ C4
2. DOre—Month—Cnly Expenses Telephone
3. Averaged Expenses Other c. Excess Shelter Costs
{Over Cert, Pariod} Total $ 3 {Enter on Line G5 3
4. Total Allowabte Expenses - .
5. Less $36 H, ALLOTMENT 15iMonth  20d Monin . SUPPLEMENTAL ONLY
T ess Net Monthty income$ $ Tst Montn  2nd Month
I i = .
8. Erxceso Medlrcal Expenses No. in Household Previous Auth,  § 5
(Enter on Line C3) 3 g Allotrmant
Amount of Supp  § $
ELIGIBILITY WORKER 51 GNATURE DATE ELIGIAILITY WORKER 51GHATURE DATE
SUPERVISOR 54 GHATURE DATE SUPEAVISOR SIGHATU RE DATE

DFA 2B5-0 [9/80) Required Form - Substitutes Permitted

Thoanf oS

15270 ~ 880 130 M ~ C5P




HOUSEHCL L~ INFORMATION/DISPOSITION

APPLICAT: 3N RAT 1 — :
LA TR 1 Z aFPROVED T OEWIED T PENDING REASOH/REMARKS
p i
15T MONTH 2HE MONTH

HOUSEHOLD ADDRESS

. ) b — - — -
Clagsification J Ire Tons OMIKED (NA) Tipa LNA  CIMIXED {(NA)

issuance CaTesmir Comect TES CATP/HIR D DIRECT -

T PRIMARY LANGUAGE RUTHORIZED REPRESENTATIVE

ETHNIC CODE CORMPARION CASE REFERENC

CHANGE WORKSHEET ~ For Nonbudast Changes Within the Certification Period
A, RESOQURCES (0o nat enter the value of excluded resources) VERIFICATION /EXPLANATION

Cesh On Hand 8§
Savings Accounts

Chacking Accounts

Stocks, Honds, Eio

Nonexciuded Real Estate
Couniable Value of Licensed Vehicies (See delow)

Equity Vaiug of Unficensed Vehicies
Cther
Total 5

B ADDRESS CHARGE

. AUTHORIZED REPRESENTATIVE CHANGE

) HORY AEGIGTAA = 117 YES, DATE REGJSOCIALSECURITY NO. OR | ¢~ T\ 7ENSHIB /ALIEN VERI FICATION
0. HOUSEHOLD MEMBER CHANGES TION MECESS ARY ¥ KO, CODE 554 5028 DATE -
1, Tves (] No
2, T yes (O No
3. 1 Yes 71 No
4, T1yes [C No
g ) Yes 1 No
F. MOTOR VEMHICLE CHANGES
1. Vehicle vehicle Vehicle 3, For Licensed Vehicles, the greater value {excess or equity) is
¥ aar the resources amount.
Maxe and Model Far Unlicensed Vehiclas, the equity is the resgurces vaiue.
Estimated Value 3 3 %
Amognt Owed 3 3 5 Fair Mkt Vaiue -
Licensed 1 ¥Yes i Nog T yes Mo o Yes 1 No Minus $4500
5, Home, Income ) Excess vaiue
Producing or Handicap® —% Yes i No ~I Yes 7 Ng ™ yvas ™ No
—_ " — . Fair MKl vValue
Under $4500 Per Tabie | 1 Yes ™ Mo T Yes T Mo O Yes 3 No
Exempt? Minus Encumbr,
For Mausehotd Use? ™ Yeg T No T Yes T No i Yes I~ No Eauity Vaiue
For Work, Seek Work, _ _ -
Schaol, Train? O Yas 2 No T Yes 1 No 1Yes j Ne
1§ undar 54860 and axempt, sfop here. (fnot, go to 3.
Tyne of Thange
Tligibiiity Worker
{inittan /Date
Fitective Date




DFA 285-0 (9-80)

Form Instructions
(for Eligibility Worker)

Food Stamp Budget Worksheet - Special Medical/Shelter Deductions

Purpose:

The DFA 285-D is the worksheet used to document eligibility for food stamps for
households with a member who is (1) 60 years of age or clder, or {2) receiving
Social Security disability payments for his/her own disability. The worksheet
is used in conjunction with an application for food stamps and the DFA 285-C
Food Stamp Appltication - Special Medical Deductions. The budget portion of the
worksheet is used for computing the benefit level for one month, and for a
second month if required because of an anticipated or actual change during the
certification pericd. The change portion of the worksheet 1is used to record any
nonbudgetary changes which occur during the certification period,

Preparation:

Enter the following identifying information on the top of the front page of the
worksheet:

- Case name
- Case number

Enter the beginning and ending dates of the certification period; month and
year.

Enter the effective month for the first month budget calculation and complete
the budget.

Section A. Nonexempt Amounts of Gross Earned Income

1. Enter nonexempt gross earnings from employment.
2. Enter earnings from self-employment from self-employment worksheet(s}.
3. Enter all training allowance received.

4., Add items Al, A2, and A3 and enter total,
5, Calculate 80 percent of the amount on Line A4 and enter,

Section B. Nonexempt Amounts of Gross lnearned Income

1.  Enter nonexempt amount of all assistance grants received.




6.

7.

DFA 285-D (9-80)
Enter nonexempt income from Social Security, railroad retirement,
unemplowment insurance, disability insurance, pensions, etc.
Enter ail child support or alimony payments received.
Enter amount of ali scholarships, grants, and loans from Line E4.
Enter all other nonexempt unearned income received by the household.
Add Lines Bl, B2, B3, B4, and B5 and enter total.

Add Lines A5 and B6 and enter totaj.

Section C. Income Deductions

1.

2.

5.
6.

Enter amount of standard deduction.

Enter the amount of dependent care not to exceed the maximum.
Enter excess medical expenses from F6.

Add Lines Cl, C2 and C3 and enter total.

Enter excess shelter costs from Gic,

Add Lines C4 and €5 and enter total.

Section O. Net Monthly Income

Subtract C6 from B7 and eniter the remainder.

Section E. Educationat Grants, Scholarships, Loans

Complete this section if the household has income from educational grants,
scholarships or loans.

1.
2.
3.
.

Enter total amount of all educational grants, etc.
Enter amount of tuition and mandatory fees.
Subtract Line 2 from Line 1 and enter remainder.

Divide Line 1 by number of months the educatiomal grant, etc., is intended
to cover. Enter this amount on line B4.

Section F. Medical Expenses

Complete this section if excess medical costs are claimed.

1.

Add the household's portion of all recurring medical expenses and enter the
total.




DFA 285-D {9-80)

2. Add the household's portion of all one-month-oniy medical expenses and
enter the total.

3. Add the household's portion of all medical expenses averaged over the
certification period and enter the total. If the expense is reported

within the certification period, it can be averaged over the remainder of
the period.

4, Add Lines F1, F2, and F3 and enter the total.
5. Enter §35.
6. Subtract Line F5 from Line F4 and enter the remainder.

Section G. Sheiter Costs

Complete this section fo determine if there are excess shelter costs.

1. Enter actual housing costs and total.

2. Enter actual utility costs if household elects actual. Enter state utility
standard allowance or state standard telephone deduction if applicable.
Total utilities.

3. a. Enter the total of Gl and G2.

b. Enter 50 percent of the remainder of Line B7 minus Line C4.

¢. Subtract Line 3b from 3a and enter remainder.

Section H. Allotment

Enter the net monthly income from Section D and the number of household members
from the application. Using the current tables of coupon issuance enter the
household's allotment.

Section [. Supplemental Only

Complete this section if the budget was calculated because of a change and
resulted in a supplemental issuance. Enter previous authorization and amount
of supplement.

Signature Block

Enter EW signature and date after completing budget. Enter EW supervisor
signature and date after review of budget calculation and allotment.

Secand-Month Budget

If a second-month budget is calculated, enter the effeciive month, check if the
budget caiculation is being made because of an anticipated or actual change,
and complete &s outlined for the first month budget.




DFA 285-D (3-80)

Household Information/Disposition

Enter the application date and disposition of the application. If denied or
pending, enter reason. Lxplain a concurrent approval/denial in the remarks
section.

Fnter the requested household information, i.e., household classification and
type of issuance, ethnic code, companion case reference, primary language,
household address and authorized representative.

Change Worksheet

For each nonbudgetary change, enter the date the change occurred and the date
the change was reported in the verification/explanation column.

Section A, Resources

Enter any change in resource amounts and total. Determine if household stil}
meets the maximum resource standard,

Section B. Address Cnange

Self-explanatory.

Section C. Authorized Representative Change

Self-expianatory.

Section D. Household Member Changes

Enter the following informaticn for each new household member.

- Full name of thé household member,

- Check (y) if the household member is required to register for work.

- Date the household member registered for work or the work exemption code.

- Household member's Social Security number or the date the household member
applied for a Social Security number.

Based on number of household members, determine new coupon allotment.

Section £. (itizenship/Alien Verification

List the document(s) used to verify legal status.

Section F. Motor Vehicle Changes

Use this section to record household motor vehicle changes. Each vehicle must
he treated separately to determine its countable resource amount. Tnereafter,
each amount is added to determine the total vehicle resource amount.

4




DFA 285-D {9-80)

Year: Self-explanatory.
Make and Model: Self-expianatory.

Estimated Amount: Determine from the blue book, CPI book, newspapers,
etc,

Amount Owed: Self-explanatory.

Licensed {circle): Circle yes or no if the motor vehicle registration
fees are paid for the current year. I[f not, skip Part 2 and go directly
to Part 3.

For licensed vehicles, check () yes or no if the vehicle is used as a
howme, is income producing, or is a vehicle for a handicapped individual.

Exempt? Check (y) if any vehicle is exempt for the reasons shown.

If the fair market value of any vehicle is over $4,500 and not exempt from
equity determination, proceed to Part 3.

For remaining licensed vehicles, the greater value {excess or equity) is
the countable vehicle resource amount. Calculate as follows:

- Enter the fair market value of the vehicle,
- Enter 34,500,

- Subtract $4,500 from the fair market value and enter remainder under
excess fair market value.

- Enter the fair market value again for the same vehicle.
- fnter the amount of encumbrance.

- Subtract the encumbrances from fair market value and enter remainder
under equity value,

Change Signature Block

Complete this section each time a nonbudgetary change 1is recorded on the
worksheet during the certification period.

Enter the type of change, EW initials and date.




STATE DF CALIFOANIA — HEALTH AND WELFARE AGE

DEPARTMENT OF SOCIAL SERVICLS

. {(County Stampj
FOOD STAMP NOTICE OF ACTION
AND RICGHT TO REGUEST A STATE HEARING

™ i
Case Name:
Case No.:
Worker No.:
District:
Date:

L .|

f. [ APPROVAL

Your application or reapplication for Food Stamps has been approved covering the period from

through

Your benefits have been computad for your certification pericd based on information you have provided. Unless there are changes, you
will receive the following aliotment{s):
S for

3 for

through . 3
through %

for through

for HrOUgR e —
IF YOU ALSO ARPPLIED FOR A CASH GRANT, your Food Stamp benafits may be reduced or terminated when you receive the cash grant,

1

1. 71 PENDING

¥our application for Food Stamp benefits is pending, Here is what stifl needs to be done for us to find out if you are eligible for
Food Stamps:

if this is done by

, you won't have to reapply,
. O DENIAL/TERMINATION

1 Your application/reapplication 0 Effective
has heen danied because:

. your Food Stamp benetits will
be terminated because:

iV, 1 CHANGE
m Effective

, your Food Stamp benefits will be changed from §

to par
month because
Your angoing aliotment(s) will be: § far through ]
for through .
[ Fatlure o provide
by will resuit in vour benefits: [0 Returning to the criginal af{otment
) Being discontinued
V. T OTHER
The above is required by the following laws and/or Food Stamp Manual Sections: 63--300, 83~-400, 63-500.
tf vou have any guestions, please contact me.
ELIGIBILITY WORKER TELEPHONE NUMBER DATE

iF YOUR BENEFITS ARE BEING REDUCED OR TERMINATED AND YOU BELIEVE THIS ACTION 15 WHONG, YOUR FOOD 5TAMP

BENEFITS MAY CONTINUE [F YOU ASK FOR A STATE HEARING WITHIN 10 DAYS OF THE MAILING DATE OF THIS NOTICE. SEE
REVERSE FOR YOUR STATE HEARING RIGHTS,

DFA 377.1 (9/80) Reguired Form — No Substitules:




Your Right to Appeal This Action

If you are dissatisfied with the action described on the other
side, or any other coumty action, vyou may reguest a state
hearing before a Hearing Officer of the State Department of
Social Services. This hearing will be conducted in ap infarmal
manner to assure that evervone present is able to speak freely,
Your county worker can help you request a hearing. If you
decide 10 request a hearing you must do so WITHIN 90 DAYS
OF THE DATE OF THIS NOTICE.

AFDC: If your AFDC is being reduced or stopped
and you ask for 2 hearing within 10 davs of the maign
date of this notice, you can continue to receive AFD
uantil the hearing,

FOOD STAMPS: If {grour food stamps are being
reduced or stopped and you ask for 2 hearing within
16 days of the mailing date of this notice, your food
stamps may continue until the hearing or antil the
end ofryaur curvent period of eligibility, whichever
comes first, vniess you check the box at the bottom
of the page.

Authorized Representative

You can represent yourself at the state hearing. You can also be
represented by a friend. attorney ar any other person, but you
are expected to arrange for the representative yourself. You can
get help in locating free legal assistance by calling the tofl-free
number of Public Inquiry and Response.

How to Reguest 3 State Hearing

The best way to request a heaning is ta {ill in and send this entire
notice to:

(ifice of Chiefl Referee

State Department of Social Services
744 P Strest, Mail Station 18-36
Sacramento, CA 25814

You may also request a hearing by calling the toill-free number
of Public inquiry and Response.

Public Inguiry and Response (Pubiic Information)
Toll-Free Number: (808} 952-52353 *
Teletypewriter (TTY?} only: (800 952-5434 *

*You may have to dial *{" first.

The State Public inquiry and Response Unit can provide you
with further information about your hearing rnights or files or
ather welfare-related matiers. Assistance is also available in some
languages other than English, including Spanish. You may
phone, write, or come in,

Public Inguiry and Response

State Department of Social Services
744 P Street. Mail Station 16-23
Sacramento, CA 95314

Reguest for a State Hearing

MNarme

Phone number

( )

Address

State Zip code

I am requesting a state hearing because of an action by the welfare department af

0 AFDC O Food Stamps

coumy related 1o

Reasons for my request:

[ speak a lenguage other than English and need an interpreter for my hearing. (The state will provide the inwerpreter at no cosi Lo you.)

Language

DHalect

Food Stamps: 1f any portien of [ood stamps provided to you while awaiting the hearing decision is determined to he an ovenssuance, the county
may recover the vatue of the overissuance. If you want 1¢ avoid the possibility of such an overissuance, you may check the bax beiow:

E] Pwant my food stamps terminaied or reduced to the new amount determined by the county until the heantng decision. If the hearing decision is \n my
fevor, the county will make up the food stamps | lose as a result of checking this box.

Signature

Crate

The information you provide on this farm 15 needed to process your
request for a hearing, and processing miay be detaved if your reguest is
incompiete. A case file will be set up by the Chief Referce. You have 2
right o examine the materials that make up the file and may do so by

contacting Fublic Inquiry and Response. Any informution you provide
may be shared with the coumty weliare department, with the U.S.
Department of Health, Education, and Welfare, or the U.S, Department
of Agriculture. Authority: W&IC 10950,




DEA 377.1 (9-80)

Form Instructions
(for Eligibility Worker)

Food Stamp Notice of Action and Right to Request a State Hearing

Purpose:

The DFA 377.1 is used by the Eligibility Worker tc notify a household of the
status of its food stamp case. It is used to notify households of:

- Approval actions;

- What additional information is needed for & pending case;

- Denial or termination actions;

- Changes in food stamp benefit amounts within the certification period; and,

- Reasons for the intended action(s) with the appropriate Food Stamp Manual
Section.

This form may be used in certain circumstances instead of the old DFA 377.3
{Food Stamp Notice of Eligibility, Denial or Pending Status) and obsoletes
DFA 377.4 (Food Stamp Notice of Adverse Action).

The backside of the DFA 377.1 explains the household’s right to request a
hearing and provides instructions on how to appeal the intended action. The
back also provides information needed by the household to continue aid pending a
hearing if food stamp or AFDC benefits are being reduced or terminated.

Note: (1) For short certification periods where a notice of expiration of
certification is provided at the same time as a notice of approval,
the DFA 377.3 Notice of Approval/Notice of Expiration of
Certification may be provided instead of the DFA 377.1 and the
DFA 377.2

(2} A change in circumstances which does not result in a change in food
stamp benefits does not require a notice be provided. However, if
the county chooses to provide a notice, the DFA 377.1 should be
used.

Preparation:

Compiete an original and two copies of the DFA 377.1 entering the following
identifying information:




DFA 377.1 (9-80)

- Head of household's name and mailing address
- Case name

- C(ase number

- HWorker number

- District (if applicable)

- Date

Complete the action pertion of the notice by checking the heading box for each
section used, and entering all other required information.

i. Approval

Check the Approval box when an application for food stamps has been
approved. Enter the beginning and ending dates of the certification
period, the amount of the allotment, and, if applicable, the amount and
dates of a change in the allotment.

If the househoid subsequently receives a cash grant, and food stamp
benefits are reduced or terminated, an additional notice of action is not
required.

II. Pending

Check the Pending box when further information is needed on a pending
application for food stamps. Identify the information needed to complete
the determination of eligibility and the date it must be received.

I1I. Denial/Termination

Check the Denial/Termination box when an application for food stamps is
denied or benefits are terminated during the certification period. <{heck
the appropriate box in the section for the action being taken and enter the
reason for the intended action.

IV. Change

Check the Change box when a change affects the food stamp benefit
allotment, Check the appropriate box{es) in the section for the action
being taken.

If the househpld fails to provide the information reguested in this sectioen
and benefits are returned to the original allotment or are discontinued, an
additional notice of action is not required.

V. Qther

Check the Other box and enter any information to be communicated to the
housenold.




DFA 377.1 ($-80)

Manual Section

Circle the appropriate general Manual Section(s) for the above action{s) and
enter the applicable specific Manual Sections.

Signature Block

Enter E1igibility Worker's name, telephone number and date.

Distribution:

The original and one copy are provided to the household. The second copy is
filed in the case record.




STATE QF CALIFORNIA — HEALTH AND WELFARE Al DEFARTMENT OF SOCIAL SERVILED

FOOD STAMP NOTICE OF EXPIRATION OF CERTIFICATION (COUNTY STAMP)
AND RIGHT TO REQUEST A STATE HEARING

- B Case Name:
Case No.:
Worker No.:
District:
Date:

i d

1. Your current certificaticn for Food Stamps will end on

2. If you want to receive Food Stamps after the above date withno break in benefits, you must re-apply no later than:

3. To be sure your reapplication is processed promptly you should:

! Fill out the attached application and maii/bring it to:

[ ] Appear for an interview on: at:

[} Please call for an interview appointment,

This action is required by the foilowing laws and/or Food Stamp Manual Sectlons: §3-504

1f you (and/or your authorized representative} are unable to reapply for Food Stamps in person at the county welfare
department and you have good reason for not being able to do this, the county welfare department can heip you.
The county welfare department can arrange to mail you an application and have you return it by mail, or tc have

an eligibility workar interview you (or your authorized representative) at home, or to conduct the interview by
telephone. if you need this heip, telephone the county waliare department at the number below.

You have the right to request an application from the county weifare department and to have that application accepted by the county
welfare department,

IF YOU REAPPLY LATER THAN THE DATE STATED IN NO, 2 ABOVE, YOU MAY HAVE TG WAIT UP TG
20 DAYS AFTER YOU REAPPLY BEFORE FINAL ACTION IS TAKEN ON YOUR APPLICATION,

If vou have anv guestions please contact me.

ELIGIBILITY WORKER TELEPHONE NUMBER DATE

You have the right to Hie for a state hearing if you believe you had good reason for not complying with any of the above and vou
presented that reason to the county, but the county welfare department did not agree with you. A request for 2 state hearing ‘is
an the back.

DFa 377.2 (g/80) Hequured Form - No Substitules




Your Right to Appeal Th

are direatelied with the aonon doserehed on tie ather

any uther guunly achion, Lou oy reglast aostale
beanng befure o Duaring Otficer ol the State Prepartnment of
ool Services, Fhis beanng wili by conducted woan informat
that evervone present inoable wo speak frecy
hearing, 3 vou
LEN ) DAYS

bt

side,

Nl
ar

peanier Lo dssure
Youar county worker can help yoin roguest
devide fer request o beanng you must dooen Wili
OF FHE DATE GF THIS NOTICE

luced or stopped
avs of the mailin
AFDC

AFDC: I your AFDC is being re
and yvou svk for a hearing within 18 d
date of this notice, you can continue o receive
until the hicaring.

FOOD STAMPS: If your food simmps are being
reduced or stopped sad you ask for a hearing within
10 days of the mnihing date of this notice, your food
stumips my coptinue wntit the begring or until the
cnd of vour current period of elizikility, wiichever
comes first, untess you check the box at the botiom
of (he page.

i

Authorized Representative

You can represent yourself at the state hearing. You can also be
pepresented by a [riend, attorney ot any other person, but you
are vxpocted to wrrange for the represeitative yourscl, Yoi can
pet help in Jocating free fepal assistunce by calling the toll-free
number of Public Inguiry and Response,

Y
¥l

g 3, '& s g
is Action

How to Request a State Hearing
The hest way 1o Tequest a hearing is to fill in and send this aure
notice 1ol

Office of Chief Heferee

State Depurtment of Social Services
744 P Street, Mzl Station 19-36
Sacramente, CA 95814 ‘

You ray also request a hearing by calling the wikiree numher
of Pabdic Inguiry and Rewponse

Public Inquiry and Response (Public Information}
Toll-Free Number: (800) 952-5253 *

Teietypewriter (TTY) only: (80U} 952-5434 *

*You may have to dial “1" first.

The State Public Inquiry snd Regponse Unit can providz you
with further infermiation abouwt your hearing rights or files of
other welfare-related matters. Assistance s also availuble m soqic
languages other than Eaglish, including Spanish, You may
phone, write, or come in,

Public Inguiry and Response

State Deparzment of Soaal Services
744 P Strect, Mail Siation 16-23
Sacramento, CA 95814

Request for a State Hearing

Mame

Phone number

[ )]

Address

City State Zip cude

f am requesting a state hearing because of an action by the welfare depariment of

0 arpe D Food Stamps

county rclated to

Rewsons for my roguest,

1 speak a language other than English and need an inteipreter for my hearing. (The state widl provide the interpreter at o cost to you.d

languaye

Dialect

Food Stamps:

may recover the vaiue of the overissuance, If vou want to avoid the possihility of

{:! ! want my food

stamps terminated or redueed teo the new amount determined by the county until the

0 any portion of food stamps provided to you whilke awaiting the hearing decision i determined to be an overissuance, the county

such mn overissuance, you may cheek the bax belaw:

hearing decision, £ the hearing decsion s in my

favor, the county will make up the food stamps { tose as a vesudt of checking tils box,

Srgnatuic

[riste

Phe information you provide on this torm i needed to process yous
request for s hearing, and processimy may bo delayes if your roguest is
incomplete, A cane tile will be set up by the Chiel Referee, Y ou have a
right to cramine the materials that make up the {ile and may do so0 by

contacting Public Inquiry and Response. Any information you provide
may be shared with the eounty welfnre deparimeni, wih e U5,
Diepartenent of Health, Ldutavon, ard Welfare, ar the 1.5 irpavtment
of Agriculture. Authority WEIC 10950,




Food

DFA 377.2 (9-80)

Form Instructions
(for Eligibitity Worker)

Stamp Notice of Expiration of Certification and Right to Request a State

Hearing

Purpose:

The DFA 377.2 is used by the Eligibility Worker to notify a food stamp house-

hold

of the expiration date of its current certification period, and other

specific information about recertification.

The backside of the DFA 377.2 explains the household’s right to request a

hearing and provides instructions on how to appeal the intended action.

Note: For short certification pericds where a notice of expiration of
certification is provided at the same time as a notice of approvail,
the DFA 377.3 Notice of Approval/Notice of Expiration of Certification
may be provided instead of the DFA 377.1 and the DFA 377.2.

Preparation:

For regular certification periods, the DFA 377.2 must be completed so it is
received by the household not earlier than 15 days prior fo, nor later than
the first day of, the Tast month of certification. Allow two days mailing

time

{(if mailed) in arriving at the date the household will receive the notice.

For both short and regular certification periods, complete an original and two
copies of the DFA 377.2 entering the following identifying information:

Head of housshold’s name and mailing address
Case name

Lase number

Worker number

District (if applicable)

Date

Compliete the action portion of the form as foliows:

1.
2.

Enter the expiration date of the current certification period.

For regular certification periods, enter the fifteenth day of the last

month of the certification period, For short certification periods, enter

the date which is fifteen days after the date the household will receive

Ehe notice. Allow two days mailing time {if mailed) in arriving at this
ate.




OFA 377.2 (9-80)

3.  Check each box, as applicable, and enter the required information.

- Enter the address where the household should mail or bring in
an appltication.

- Enter the date and time the household has been scheduled for
an interview.

- Enter the name and number of the person the household should call
for an interview appointment.

Signature Block

Enter Eligibility Worker's name, telephone number and date.

Distribution:

The original and one copy are provided to the household. The second copy is
filed in the case record.




STATE OF CALIFORNIA ~ HEALVH AND WELFARE AGEN DEPARTMENT OF S50CIAL SERVICES

FOOD STAMP NOTICE OF APPROVAL/ (COUNTY STAMP)
FOOD STAMP NOTICE OF EXPIRATION OF CERTIFICATION
AND RIGHT TO REQUEST A STATE HEARING

I— ~_f Case Name:

Casze No.:
Worker No.,:
District:
Date:

L -

through

1. O Your application or reappiication for Food Stamps has been approved covering the period from

Your benefits have been computed for your certification period based on information you have provided, Uniess there are changes, you
wilt receive the foliowing atlotment{s};

rvrr—rarr U —r————.

§ for 'through : 3 for .Ehrough
for through

1 Because you needed Food Stamp benefits right away, we postponed asking you to give us certain information. You now need to
tring in or mail the following information:

2. 11 you want to receive Food Stamps alter the above expiration date with no break in benelits, you must reapply no iater than:

3, To be syre your reapplication is processed promptly you shouid:

i Fitt out the attached application and mail/ bring it to:

Ll

Appear for an interview on: at

0 Pplease cail for an interview appointment,

This action is required by the following laws and/or Food Stamp Manual Sections: 83504

' you {and /or your authorized representative} are unable to reapply for food stamps in person at the County Welfare Department and you
have good reason for not Deing able to do this, the County Weifare Department can help you. The County Welfare Department can arrange
to mait you an application and have you return It by mail, or to have an eligibility worker Interview you or your authorized representative
at home, of o conduct the interview by telephone. |f you need this help, tetephone the County Wellare Department at the number below.

You have the right to request an application from the weifare department and to have that application accepted by the

County Welfare Department,

IF YOU REAPPLY LATER THAN THE DATE STATED ON NQ. 2 ABOVE, YOU MAY HAVE TO WAIT UP TO 20 DAYS AETER
YOU REAPPLY BEFORE FINAL ACTION IS TAKEN ON YOUR APRLICATION,

if you have any questions, please contact me.

ELIGIBILITY WORKER TELEPHONE NUMBER : DATE

You have the right to file for a state hearing if you believe you had good reason for not complying with any of the above and you presented
that reason to the county, but the counly welfare department did not agree with you. A request for a state hearing is on the back,

DEa 377.3 (97801 Required Form = No Substitules




vour Night to Appeal This Action

I yotr wre dissatt-ied with the achon doseribed o the other
ade, ot any other county ACUON. YO0 May  feyguest i state
nearing before a Hoaring Otficer of the State Department of
Gocial Services Thes heanmg will be conducted tn an informal
neet Lo assare thal gveryune proscat s able to speak freely.
Your county worker cin help you reguest a hearing. M you
decide 10 reyuest i beanig you musl do e WITHIN 91 PYAYS
Or THE DATE OF LHIS NOTICE

AFIC: I your ANDC is being reduced ar stop cd
and you sk for o henring within 10 days of the maiEn
date of this notive, you can continue (o eeeeive AFDC
until the heoring.

FOOD STARMPS: If veur food stamps are being
reduced or stepped and you ask for 2 hearing within
10 days of the mailing date of this notice, your food
s{AMBS MRy conlinue until the henring or until the
end ofg_;'our curvent peviod of eligibility, whichever
comes first, unless you check the box at the botiom
of the page.

‘

Authorized Representative

You can represent voursell at the state hearing. You can alse be
represented by a fricnd, attorney or any other person, but you
are expeeted to wrrange for the representative yoursell. You can
get help in locating free fegal mssistance by calling the toil-free
number of Puhlic ingquiry and Response

How to Heguest a State Hearing

The best wity to reguest o hraring s to fill in and sond s ontire
notice to:

Oftice of Chiel Heferee

State Depurtiment of Social Services
744 P Strect, Mail Siation 19-36
Sacramenio, (A 95814

Yaou ey also teyuest a hearing by calling the toli-free number
ol Pabiie Ingquiry and Response,

Public Inquiry and Response (Public Information)
Toll-Free Number: (§00) 852-5253 *
Teletypewriter (TTY) only: (500) 952-5434 *

*You may have to dial “I" first,

The State Public Inquiry and Response Unit can provids you
with further informatien about your nearing r ghts or files o7
other wellsre-related matters. Assistance is also availahble in some
fanguages other than Erglish, including Spanish. You may

phone, write, or come in,

Puhlic Inquiry and Response

Siate Department of Social Services
744 P Strect, Mail Station 16-23
Sacramento, CA 93814

Reguest for o State Heoring

hame

Pnane number

L1

MAddress

City State Lip code

I am requesting s state hearing because of an action by the welare department of

0 ArDC £3 Fuod Stamps

county refated to

Rewsans for my request:

! speak a languape other than English and need an interpreter for my hearing. (The state will provide the interpreter at no cost o veu)

Language

Dialect

Food Stamps

If any portion of food stamps provided tu you while awaiting the hearing decision s

determined to bt an overssuance, the countly

may recover the value of the overissuance. 1f you want 10 avoid the possibility of such an overissuance, you may check the box below:

E i want my food stamps terminated of reduced (o the new amount determined by the county until the hearing decision. §f the heariag duecision is in my

favor, the county vail make up the

food stamps 1 lose as a result of checking this box,

Signature

[Fate

IHw information you provide on this lorm o needed 1o process your
roguest fur a hearing, and processing may he detaved if your reguest &
incomplete, A cuse fide will be sctoup by the Chicf Refeice, You have a
right 1o examine the raterals that make up the file and may do so by

contacting Public Inquiry and Reiponse, Any infocmatien vou provids
may be shared with the county wellare departmen:, with the U8,
Department of Health, fiducaton, and welfare, or the USRS Denartment
of Agricuture. Authority: W&IC 10950,




DFA 377.3 (%-80)

Form Instructions
(for Eligibility Worker)

Food Stamp Notice of Approval/Food Stamp Notice of Expiration of Certification
and Right to Reguest a State Hearing

Purpose:

The DFA 377.3 is used by the Eligibility Worker to notify a household of the
approval of food stamp benefits and the expiration of the certification period.
This form may be used instead of the DFA 377.1 and the OFA 377.2 for short
certification periods where a notice of expiration is provided at the same
time as a notice of approval.

The backside of the DFA 377.3 explains the household's right to request a
hearing and provides instructions on how to appeal the intended action.

Preparation:

Complete an original and two copies of the DFA 377.3 entering the following
identifying information:

- Head of household's name and mailing address
- Case name

- Case number

- Worker number

- District (if applicable)

- Date

Complete the action portion of the form as follows:

1. Enter the beginning and ending dates of the certification period, the
amount of the allotment, and, if applicable, the amount and dates of
a change in the aliotment,

If applicable, check the box and list the information the household
must provide.

2. Enter the date which is fifteen days after the date the household will
receive the notice. Allow two days mailing time (if mailed) in arriving
at this date.

3.  Check each box, as applicable, and enter the required information.

- Enter the address where the household should mail or bring in
an application.




DFA 377.3 {9-80)

- Enter the date and time the housenold has been scheduled for
an interview.

- Enter the name and number of the person the household should call
for an interview appointment.

Signature 8lock

Enter £71igibility Worker's name, telephone number and date.

Distribution:

The original and one copy are provided to the household. The second copy is
filed in the case record.




STATE.C~ CALIFORNIA ~ HEALTH AND WELFARE AGE: DEPARTMENT OF S0CIAL SERVICES

{COUNTY STAMP)

NOTICE OF RESTORATION OF
LOST FOCD STAMP BENEFITS
AND RIGHT TO REQUEST A
STATE HEARING

f_ —.l Case Name:
Case No:
Worker No:
District:
Date:

L -

D A determination has bsen made that you are sligibie for a restoration of {ost food stamp benefits in the amount of

b for the month(s) of due to:

D There is an unpaid claim against your housahold in the amount of § . Your entitlement to
the lest benefits described above has been offset by this claim and your total entitlement has been reduced to
$ . The unpaid balance of the ciaim is $ .

This entitlement will ba issued to you in one lump sum, unless instaliments are requested by you., Plezse
contact your worker if you would like the amount due you paid in instaliments.

This action is required by the following laws and/or Food Stamp Manual Sections: 63—802

If vou have any questions, please contact me.

ELIGIBILITY WORKER TELEPHONE NUMBER DATE

If you disagree with this computation, you have the right to request z state hearing with the State Department of
Social Services. See reverse for your state hearing rights.

DFA 377.9 (3/801 Required Form — Substitutes Permitted




Your Rigit

Hoyou are it hied with the aotion duseribed on the nther
webe, ol oany other county ACHIO YOH Iy TCuUUsh o STate
hearing before @ Hearing Officer of the State Dycpartment of
Socinl Servizes, The hearing will be condncted wnoan informal
manner to assure thal everyone prosent is able speak freety,
vour county worker van help vou request a hearing. Il you
decide To feauest o Beanng you pnest do s WEHHHIN 90 DIAYS
OF THE DATE OF FHIS NOTICI

AVDC: I your AFDC iz being reduced or stop red
and you ssk for a hearing within 10 duys of the maiiﬂn
date of this notice, you can continue o receive AFD .
until the bearing.

FOOD STAMPS: If vour food stamps are being
reduced or stopned and you ask for a hearing within
16 davs of the niailing date of this notice, vour food
oumps muy continoe untid the hearipg or until the
end ufﬁ_ymzr current period of eligibilty, whichever
comes first, unless you check the box at the botiom
of the page,

L

Authorized Representative

You can represent yourself at the siate hearing. You can also be
represented by a iriend, altorney or any other person, but you
arc exnpecied to arrange for the representative yoursell, You can
get help in Jocating free legal assistance by calling the tall-free
number of Public Inguiry and Response.

to r.ppeal This Actio..

How to Hequest s Stave Blering

The 1est way Lo tegquest a hearing is to fill in nnd send this ontire
notice 10!

Office of Chief . feferec

State Depurim -t of Social Services
744 I Sireet, kil Station 19-36
Sacramento, CA 95814

Yo may alio request o hearing by calling the toll-free numher
uf Puhlic Inquiry and Response.

Public [nquiry and Hesponse (Public in{ormation)
Toli-Free Namber: (800) §52-5253 *
Teletypewsiter (ITY) only: (800) 952:5434 *

*You may have to dial “1” first.

‘Fhe State Public Inguiry and Response Unit can previds you
with further information about your hearing rights or files or
other wellare-related matters. Assistance is also available in some
languages other than Euglish, including Spanish. You may
phone, write, or COME in.

Public Inquiry and Response

State Depa 1men’ of Social Services
744 P Strec , Ma | Station 16-23
Sacramento CA J5814

Request for a State Hearing

Nume

Phane number

{1

Address

City Statc

J1p code

f am tequesting a state hearing because of an action by the welfare deparniment of

01 AFDC 71 1 0od Stamps

county related 10

Reasons for my reguest

t speak a lenguape other than Enghsh and need an interpreter for my hearing. (The state will provids the interpreier at no cost o you.)

Eanguage

Diafect

Food Sismpa

if any portion of Yood stamps provided to you while awaiting the hearing decision s determined to be o . ssusnce, the county

may recover the value of the overissuance If you want to avoid the possibility of such an overissuance, you may check the box - ow

[:l [ want my food stamps terminated or red need 1o the new amonnt determined by the county sntil the hearing decision. 1F the hearing decision is in my
favor, the county will make up the food stamps 1lose pg resull of checking this box,

Sipnuture

Date

Vhe information you provide on thus form o needed to process your
request oo a heariap, and progeising may be Jelaved 3 vour requestas
incomplete. A cuse file will be set up by the Chiel Refzics You bave a
tight 1o examine the materisls thut miahe up the file and may do se by

contucling Public Tnguiry and Responst. Any infermation you provide
may be sharcd with the county welfare depatienb, with the U5
D partment of Health, Edvcation, and Welfare, of the U5 Pepartment
of Agriculture, Authonty: W&IC 150,




DFA 377.9 (9-80)

Form Instructions
(for Eligibility Worker)

Hotice of Restoration of Lost Food Stamp Benefits and Right to Reguest a State

Hearing

Purpose:

The DFA 377.9 is used by the Eligibility Worker to notify a food stamp house-
hold of its eligibility for restoration of lost benefits and, if applicable,
of the offsetting of such benefits by unpaid claims.

The backside of the DFA 377.9 explains the household's right to reguest a
hearing and provides instructions on how to appeal the intended action.

Preparation:

Compiete an original and two copies of the DFA 377.9 entering the following
identifying information:

- Head of household’s name and mailing address
- Case name

- Case number

- Worker number

- District (if applicable)

~ Date

Check the first box and enter the following information:

- The amount of food stamp benefits which the household is eligible to
have restored.

- The month{s) for which these benefits were lost.

- The reascn why the benefits were lost and the Food Stamp Manual sections
governing the restoration.

Check the second box if the household has an unpaid claim which offsets all or
a portion of the lost benefits to which it is entitied. Enter the following
information:

- The amount of the unpaid claim.
- The remaining lost benefit entitlement, if any, after the unpaid claim

has been deducted from the original entitlement, or zero if the entire
entitlement was offset by the unpaid claim,




DFA 377.9 (9-80)

- The balance of the unpaid claim, if any, or zero if the entire amount
of the unpaid claim was offset.

Signature Block

Enter E1igibility Worker's name, telephone number and date.

Distribution:

The original and one copy are mailed to the household., The second copy is
filed in the case record,




